Indian patients' preference for integrated homoeopathy services remains underresearched. Two earlier surveys revealed favorable attitude toward and satisfaction from integrated services. The objectives of this study were to examine knowledge, attitudes, and practice of homoeopathy and to evaluate preference toward its integration into secondary-level health care. A cross-sectional survey was conducted during May to October 2015 among 659 adult patients visiting randomly selected secondary-level conventional health care setups in Kolkata, Mumbai, Kottayam, and New Delhi (India) using a self-administered 24-item questionnaire in 4 local vernaculars (Bengali, Marathi, Malayalam, and Hindi). Knowledge and practice scores were compromised; attitude scores toward integration and legal regulation were high. Respondents were uncertain regarding side effects of homoeopathy and concurrent use and interactions with conventional medicines. A total of 82.40% (95% confidence interval ¼ 79.23, 85.19) of the participants were in favor of integrating homoeopathy services. Preference was significantly higher in Delhi and lower in Kottayam. Probable strategic measures for further development of integrated models are discussed. Integrative medicine is not simply the combination of conventional medicine with complementary and alternative medicine. The Consortium of Academic Health Centers for Integrative medicine defines it as the practice of medicine that reaffirms the importance of the relationship between practitioner and patient, focuses on the whole person, is informed by evidence, and makes use of all appropriate therapeutic approaches, healthcare professionals and disciplines to achieve optimal health and healing.
Integrative medicine is not simply the combination of conventional medicine with complementary and alternative medicine. The Consortium of Academic Health Centers for Integrative medicine defines it as the practice of medicine that reaffirms the importance of the relationship between practitioner and patient, focuses on the whole person, is informed by evidence, and makes use of all appropriate therapeutic approaches, healthcare professionals and disciplines to achieve optimal health and healing. 1(p5) Integration of conventional and unconventional medicine may lead to improved outcomes, patient satisfaction, and treatment cost/effectiveness. 1 Naturally, the growing popularity of complementary and alternative medicine has resulted in an ongoing debate on integrating such systems into mainstream health care. 2 The World Health Organization encouraged their integration into national health care to ensure its rational use. 3 The World Health Organization Traditional Medicine e-Strategy 2014-2023 assessed the levels of global use of complementary and alternative medicine, investment in research, establishment of the necessary targets for expansion, the characteristics of drug use, and its institutionalization in health services in the past decade. This document revealed substantial growth in the use of complementary and alternative medicine, and it was estimated that more than 100 million Europeans and an even greater number of people in Africa, Asia, Australia, and the United States are users of complementary and alternative medicine. 4 The reasons listed for this growth were increased demand caused by chronic diseases, the rising costs of health care, dissatisfaction with existing health services, the resurgence of interest in holistic and preventive care, and treatments that offer quality of life in incurable states. 5 India does not meet the recommended standards/norms for the number of health care professionals per head of population, especially doctors. 6, 7 On the other hand, a recent survey showed that less than 30% of Indian households use the traditional medical systems, quite higher than 14% usage as reported by an earlier National Sample Survey Organization survey a decade ago, 8 and even much higher than the 8% reported usage by the National Council of Applied Economic Research survey during the early 1990s. 9 The strong faith in AYUSH (Ayurveda, Yoga, Unani, Siddha, Homoeopathy, and last introduced Amchi/Sowa Rigpa/Tibetan Medicine) was the main reason for its usage. Average annual growth rate of 6.3% was realized in all AYUSH hospitals during 1980 to 2013 and 3.0% in the hospitals of homoeopathy. [10] [11] [12] So, during the 12th plan period, the national policy on medical pluralism in India encouraged mainstreaming of AYUSH systems and the revitalization of local health traditions through the National Rural Health Mission to help overcome the shortage of health care professionals and to strengthen the service. It was envisaged that all primary, block, and community health centers would provide AYUSH treatment in one place. 11, 13, 14 Eventually, the Department of AYUSH evolved into the Ministry of AYUSH. 15 The AYUSH services began to be colocated within the existing dispensaries. 14, 16, 17 To ensure accessibility and availability of health care services to all, policymakers started implementing strategies to facilitate the mainstreaming of the AYUSH system with stringent monitoring. 18 Different strategies are brought together in the recently adopted National AYUSH Mission, 15 called as multidimensional mainstreaming, nurturing infrastructural facilities of teaching AYUSH institutions, increasing production of AYUSH medicines, improving standardization and quality control of drugs, propagation of the potential of AYUSH remedies in specific ailments, capacity building of professionals, building research and public health skills of practical utility, and initiating communitybased AYUSH interventions for preventive and promotive health care. 15 Incorporating public views in the development of integrated AYUSH models in India seems to be a pivotal and reasonable precedence in the formulation of future strategies. However, patients' preference for the integrated services remains underresearched in India. Earlier, PPIH-1 and PPIH-2 studies were undertaken in West Bengal assessing preference for integrated services of the patients already availing services from homoeopathy hospitals (PPIH-1) 19 and evaluating satisfaction of patients from integrated services (PPIH-2). 20 The PPIH-1 survey revealed favorable attitude toward integrating homoeopathy into conventional health care settings among the patients attending the homoeopathic hospitals in West Bengal, India. In the northern districts of West Bengal, majority of the patients were found to be satisfied from availing integrated services and consultation with homoeopathic doctors in the PPIH-2 survey.
The present study (PPIH-3) is designed to examine the preference for integration where integrated homoeopathic services are still not available across India. Our objective is to examine the knowledge, attitudes, and practice of patients toward homoeopathy and to assess their preference for its integration.
Participants and Methods
A cross-sectional survey was conducted in 4 different states in India on patients visiting as outpatients of secondary-level hospitals providing exclusive allopathic private care with no integration either with homoeopathy or any other AYUSH system. We selected randomly 4 major cities/towns in 4 states considering feasibility-Kolkata (West Bengal), Mumbai (Maharashtra), Kottayam (Kerala), and Delhi (Union Territory)-representing eastern, western, southern, and central/northern zone populations, respectively, to get representative samples. Homoeopathy has already been and being integrated in different models in different government and private health setups in the aforementioned cities. We opted for secondary-level health care setups with an objective of obtaining patients' preferences for integrating homoeopathy at grassroots levels. We targeted secondary-level private hospitals for the convenience of filling up of survey forms. The study was conducted during the months of May to October 2015 (see Annexure 1, available online at http://chp.sagepub.com/supplemental).
Inclusion criteria were patients aged 18 years and older, giving written informed consent, and being ready to participate in the survey. Exclusion criteria were patients who were too sick physically for consultation as judged clinically by the surveyors, unable to read patient information sheets, unwilling to cooperate or participate, and not giving consent to participate in the survey. Convenient sampling method was used. Considering margin of error of 5%, confidence level of 99%, population size unknown, and response distribution estimated to be 50%, sample size was estimated to be 644, that is, 161 in each center.
The study protocol was in compliance with the international and national guidelines for biomedical research. The survey in no way intended to intervene in the treatment provided by the hospital. Necessary approval was obtained from the competent authority where the study was undertaken. Patient information sheet elaborating study objectives in local vernacular were distributed. Voluntary written informed consent was taken from all participants prior to their participation in the study. All information collected in this study was kept strictly confidential as no participant-identifiable information was required, thus protecting privacy.
A self-administrated questionnaire in regional languages (Bengali, Marathi, Malayalam, and Hindi) was used. The questionnaire was originally developed by Allam et al. 21 It was translated and back-translated in standard procedure in local vernaculars. The Bengali questionnaire was already available and has been used earlier. 19 It included 2 sections: sociodemographic information and 25 questions assessing the patient's knowledge, attitudes, and practice of homoeopathic medicine and its integration into the existing hospital services. Sociodemographic data sought information regarding age, sex, marital status, employment status, monthly household income, and educational level. The knowledge part included 7 questions about homoeopathic medicine use, side effects, interactions, local and international governing regulations, and awareness of a Western model of integration. The attitude part included 12 questions divided into 2 groups: 8 questions about the regulations and the safety of homoeopathic medicine and 4 questions about the preference for integrated services. The practice part included 6 questions about one's experience using homoeopathic medicine and its integration. All the 24 questions were provided with 3 answering options: ''yes,'' ''no,'' and ''not sure.'' The questionnaire took 5 to 7 minutes to complete. All survey forms were collected by the research assistants and were sent for data analysis. Data were recorded and managed on an Excel spreadsheet. The complete response sheets acted as source document.
Descriptive data are presented through as frequencies and percentages for categorical data and means + standard deviations (SDs) for continuous data. Scores were calculated from the knowledge, attitudes, and practice questions. A point was given for the ''yes'' answer and a zero for the ''no'' and ''not sure'' answers. Patients answering ''yes'' to Question 16 were considered demanding the integration. To detect predictors of the preference for the integration, we ran univariate analysis (independent t test and one-way analysis of variance) considering individual potential predictors. All P values were 2-tailed. P values less than .05 were considered as significant.
Results
Mean age of the survey respondents was 37.6 years (SD 14. (Table 1) .
Mean values of knowledge score, attitude score toward regulations and toward integration, and practice score were 2.60 (SD 1.7; 37.1% of the maximum score), 6.30 (SD 2.0; 78.8% of the maximum score), 2.65 (SD 1.4; 66.3% of the maximum score), and 2.29 (SD 1.4; 45.8% of the maximum score), respectively ( Table 4 ).
The internal consistency measure (Cronbach's a) of the overall questionnaire in 4 different languages and individual 4 parts are shown in Table 5 . Though most of the measures were acceptable (>.7), few were problematic (<.5).
Discussion
Overall, knowledge and practice scores were compromised; still attitude scores toward integration and regulation were relatively high. Contradictory viewpoints were obtained regarding side effects of homoeopathic medicines and concurrent use and interactions with allopathic medicines. However, knowledge about the existing laws concerning practice of homoeopathy and license of practitioners in India and abroad were negotiated. Majority of the respondents preferred to consult qualified and licensed practitioners and desired for legal regulation of sale of homoeopathic products. The respondents were mostly in favor of integrating homoeopathy into allopathic hospitals. However, the participants were in equipoise whether to consult homoeopathic pharmacists or conventional therapists regarding homoeopathic medication.
Use of homoeopathic medicines was widespread in acute, chronic, and children's diseases. Relatively less number of participants admitted of self-medication. Suspected sociodemographic features like age, sex, marital status, employment, monthly household income, education, and study sites did not seem to affect knowledge and practice scores significantly; however, attitude scores toward regulation were significantly influenced by higher income group, higher educational status, and study sites; and attitude scores toward integration by study sites.
This study did not incorporate the perspectives of health care professionals; rather, it relied solely on the opinions of patients. The cross-sectional design of the study also did not allow us to draw any causative conclusions. This demands cautious interpretation of the study results. The study identified the probable association of study sites with the attitude scores toward regulation and toward integration, but needs further evaluation. Despite the above-mentioned limitations, the study has some evident strength. To increase the generalizability of the study findings, the study sites were selected using a simple random method and respondents by convenience sampling. Since no other self-administered questionnaires measuring the same construct were either available or could be administered simultaneously, concurrent validity could not be tested. The variable measure of Cronbach's a reflects the scope of some readjustments in the questionnaire items in future. While a high value indicates good internal consistency of the items in the scale, it does not mean that the scale is unidimensional. Specific factor analyses (Rasch) need to be carried out for testing the psychometric properties of the questionnaire, and thereby evaluating the validity and reliability of the same.
Results of this study was quite similar with the previously conducted PPIH-1 survey, especially in respect of knowledge scores (PPIH-3 [n ¼ 659] mean + SD: 2.6 + 1.7 vs PPIH-1 [n ¼ 1352] mean + SD: 2.7 + 1.5; t score [À1.29]; P ¼ .199) and practice scores (PPIH-3: 2.3 + 1.4 vs PPIH-1: 2.2 + 1.1; t score 1.45; P ¼ .148). But attitude score toward regulation (PPIH-3: 6.3 + 2 vs PPIH-1: 5.6 + 1.6; t score 7.84; P < .0001) and toward integration (PPIH-3: 2.65 + 1.4 vs PPIH-1: 2.4 + 1.2; t score 3.93; P < .0001) were significantly higher in PPIH-3 than in PPIH-1.
Different integrative complementary and alternative medicine models have been developed in different countries for treatment of different conditions, for example, pain and stress disorders in Sweden 22 ; musculoskeletal disorders in the Royal London Hospital for Integrative Medicine, UK 23, 24 ; geriatric disorders in Berlin, Germany 25 ; cancer treatment in Vienna, Austria 26, 27 ; treating various health issues in Tuscany, Italy 28 ; psychological trauma and chronic disease in Australia 29 ; rheumatoid arthritis in Maharashtra, India 30 ; and so on. As has been suggested by the special panel at the Third International Research Congress on Integrative Medicine and Health in Portland, Oregon, in 2012, on different perspectives on Comparative Effectiveness Research, the same recommendations apply to improve integrated complementary and alternative medicine research, for example, need for innovation and controlling costs in large-scale studies, need to gather the input of stakeholders in shaping the framework for more informative, more decision maker-driven research, importance of balancing rigor and pragmatism, several examples of cost-effectiveness analyses, questions concerning the translation of evidence into practice, the effect of pragmatic trials on funding or policy, evidentiary distinctions between and among pragmatic trials and traditional randomized clinical trials, and the multiple roles of stakeholders, particularly in generating new information and knowledge. The presentations and discussions showed that more development of methods is needed, especially in study design and statistical approaches, as well as methods for stakeholder involvement and mechanisms to bring these results into practice. 31 Recommendations were given for general strategic dimensions (definition of the medical model, motivation for integration, clarification of the available resources, development of the integration team, and development of a communication strategy) and to overcome cultural differences (the clinic environment, the professional language, the professional image, and the implementation of evidence-based medicine). 32 As reported by the CAMbrella consortium, between January 2010 and December 2013, prevalence rate of homoeopathy usage was 2% to 27% and homoeopathy was the only second most frequently consulted complementary and alternative medicine therapy just after herbal medicine in the European Union. 33 This growing popularity of complementary and alternative medicine and its use by the general public have increased dramatically over the past 2 decades, 34 and it necessitates the inclusion of these subjects into medical education from the preclinical years through residency and beyond. 35 A research on current attitudes among physicians toward complementary and alternative medicine revealed that although most physicians believed that some types of complementary and alternative medicine therapies look promising, nearly 80% of them never refer their patients to a complementary and alternative medicine specialist. 36 Still, in recent years, there has been a steady increase in the number of medical schools that have included complementary and alternative medicine in their curriculum. However, there is a lack of uniformity in content and format of the complementary and alternative medicine courses offered by different universities. 37 There is necessity to integrate complementary and alternative medicine into the medical curriculum due to current trends of integrative medicine and holistic attitude toward patient care. Taking expectations and feedbacks of medical students into consideration would help us take newer approaches in the improvement of the existing curriculum and apply them in educational regulations. 38 Available details of the existing infrastructure and ongoing initiatives of integrating homoeopathy at the state and national levels in India are elaborated in our earlier articles. As has also been stressed to incorporate public views in the development of integrated complementary and alternative medicine models in India as a crucial precedence in the formulation of future strategies, time has also come to include the expertise of health care professionals as well for arriving at a consensus on the ideal, effective, and appropriate model of integrated homoeopathic treatment addressing needs and expectations of the people and serving them at its best. Our earlier study detected that in the northern districts of West Bengal, India, the patients had high level of satisfaction after availing integrated services; however, the in-house referrals were seriously compromised. 20 Thus, in spite of integration, lack of awareness and coordination prevailed among the therapists. The main probable reason behind is that, until now, in the Indian perspective, ''integration'' has meant ''colocation'' only by simply adding ''unconventional'' to ''conventional'' care rather than developing and testing models of integrated health care tailored to a patient's needs, including all conventional and appropriate complementary and alternative medicine approaches. This issue need further discussion and rigorous exploration. Besides, it needs to be remembered that satisfaction from and preference for integrated services do not necessarily address the ''efficacy'' or ''effectiveness'' issues related to a therapy. Preliminary findings suggest promising role of add-on homoeopathy in drug resistance, lifestyle disorders, and irreversible stages of communicable and noncommunicable epidemics. 39 These are, in fact, positive indications for further integration and further research.
Conclusion
Though the knowledge and practice scores were compromised regarding integrated services, majority of the survey respondents revealed a favorable attitude toward obtaining knowledge. Earlier studies revealed high level of patient satisfaction and better outcomes from availing integrated services. So well-planned strategic initiatives should be undertaken for further establishment of integrated health care setups and development of appropriate integrated treatment models in the Indian perspective.
